Aims: To report an unusual case of invasive breast ductal carcinoma associated with non-caseating epithelioid granuloma and unusual deposition of amyloid. Methods: Formalin fixed, paraffin wax embedded tissue from breast and lymph nodes were stained with a variety of methods. Representative tissue fragments were sampled and fixed in 2*5% buffered glutaraldehyde, postfixed in 1% osmium tetroxide, dehydrated and embedded in Araldite. Thin sections were viewed under a Phillips 400T transmission electron microscope. Results: Multinucleated giant Langhans' cells were found in the granulomatas tissue in both breast carcinoma and metastatic axillary lymph node carcinoma. Electron microscopic examination showed "tubular" amyloid deposition intermingled with invasive carcinoma and granuloma. "Tubular amyloid" was characterised by a mesh of non-branching curving fibrils with hollow profiles. These tended to be located in the cell membranes. Conclusion: The presence ofan epithelioid granulomatous reaction and deposition of "tubular" amyloid in an invasive breast carcinoma could be related to an abnormal immunological response. (J Clin Pathol 1992;45:885-888) 
glutaraldehyde, postfixed in 1% osmium tetroxide, dehydrated and embedded in Araldite. Thin sections were viewed under a Phillips 400T transmission electron microscope. Results: Multinucleated giant Langhans' cells were found in the granulomatas tissue in both breast carcinoma and metastatic axillary lymph node carcinoma. Electron microscopic examination showed "tubular" amyloid deposition intermingled with invasive carcinoma and granuloma. "Tubular amyloid" was characterised by a mesh of non-branching curving fibrils with hollow profiles. These tended to be located in the cell membranes. Conclusion: The presence ofan epithelioid granulomatous reaction and deposition of "tubular" amyloid in an invasive breast carcinoma could be related to an abnormal immunological response. (J Clin Pathol 1992; 45:885-888) itivity for oestrogen (14 fm/mg protein) and progesterone (14 fm/mg protein) receptors was detected using an enzyme immunoassay technique. There was no evidence of either localised or widespread infectious disease. All routine serological tests were negative for infectious disease. The patient was alive and well, without recurrence, six months after her mastectomy. 
Methods
staining was positive; elastic fibres were unreactive. Immunohistochemically, antiserum against amyloid P component showed diffuse positivity (fig 3; inset) in the stroma and was haphazardly intermixed between carcinomatous elements and the granulomatous reaction. Beta 2 microglobulin was negative; anti-macrophage reacted with histiocytes; and a polyclonality of lymphocytic infiltrate was shown.
Electron microscopical examination showed that the neoplastic cells were oval and plump with bullous cytoplasmic extensions that were frequently joined by attenuated desmosomes (fig 2) . Nuclei showed deep clefts, contained finely dispersed chromatin, and one or two inconspicuous nucleoli. The cytoplasm contained numerous mitochondria, short strands of rough endoplasmic reticulum, scattered electron dense lysosomes and a few lipid droplets. No basal lamina was observed at the periphery of tumour cells. Giant cells showed irregular outlines and had abundant cytoplasm. Mitochondria were numerous and frequently contained large matriceal densities. Interestingly, the extracellular matrix focally 
